
This is a Change Form for the Health Insurance Premium Payment Program 
 

Please fill out a change coupon only if it applies to you.  Print in blue or black ink only.  
Note:  Any changes must be received in our office by the 10th of every month to be reflected in checks 
issued for that month. HIPP checks are always issued on the LAST Friday of each month.   
HIPP checks cannot be forwarded by the Post Office.  
**Your new employer must complete a HIPP Employer Insurance Verification Form.  
 
Policy Holder’s Name:______________________________________        SS# ______________________  
Name of Medicaid eligible Family Member _____________________        HIPP # ___________________ 
 
Employee’s New Address & Phone # 
 
Employment Status (i.e. Medical leave, maternity leave, layoff etc) 
 
New Employer :                                                               
 
Name of New Insurance Company:    
 
Address of New Insurance Company (at least City & State): 
 
Effective Date of New Insurance:                                                                           Amount of Premium:              
 
Dependents added, canceled or dropped from policy: 
 

 
Cut  here-------------------------------------------------------------------------------------------------------------------------------- 
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